Recently in Japan, the highest incidence rate of dental caries have been shown among infants, school age children, and even among adults in comparison with other diseases. The result from an investigation into the actual incidence of dental diseas es (ministry of Health and Welfare, 1970) , is shown in Figure 1 . As for milk teeth, the average number of dental caries per person in Japan was higher than that of West Germany, the United States, and Denmark.
In Japan, when mothers noticed an outbreak of milk teeth caries in their children, some tried to take their children to the dentist's office. However, when this was attempted, almost all of them were surprised at the amount of time it took to make an appointment, and to see the dentist. For mothers, especially working mothers, this was very inconvenient. Others ignored the caries until the decayed teeth fell out, and the permanent teeth cut. These mothers thought that when dental caries in the milk teeth disappeared, there would be no after effect on the cutting of the permanent teeth. But milk teeth caries have various detrimental influences on the cutting of the permanent teeth and on normal emotional and physical growth during the early child development stages. Therefore, it is significant that prevention of dental caries in milk teeth be started early.
It is a popular belief that the outbreak of dental caries has a relationship with the amount of sugar that is consumed. This idea is not too divergent from the research results of many epidemiologists who found that sugar was the most significant factor, among three factor, for the cause of dental caries. The other two factors being streptococcus mutans and a contaminated oral environment (Keyes, 1969) . With this information, in order to prevent dental caries in children, people generally thought that excluding sweets and soft drinks as snacks was the only way. This idea was supported by the well known fact that the prevalence rate of dental caries in Japan decreased during World War II when people could not obtain sugar. But now, with its easy availability and accessibility, to decrease the use of sugar in our daily lives would be very difficult. Even if we did, it would not be healthy for children from the standpoint of mental hygiene. In addition, even if we could avoid sugar, it would not prevent dental caries entirely because of the other factors involved e.g., streptococcus mutans, a contaminated oral environment, etc. Two of the authors, Tsubura and Ishii, noticed the following patterns from epidemiological surveys done on dental troubles in children who were cared for in nurseries in 1971. These children had been taken care of before their milk teeth had begun to cut, and had had no dental caries. But, some of the children who had experienced staying overnight outside of their homes suffered pfrom dental caries (Ishii, et. al., 1975) . From these results and other data, the researchers found that whether the children suffered from dental caries or not, was influenced by the ways they led their home lives in nurseries before their teeth began to cut. At the nurseries, the children were given similar snacks as one would find in the average home, e.g., cookies, sweets, fruits, soft drinks, etc.
The authors believed that in order to prevent dental caries in children, leading a normal home life i.e., establishing a normal healthy daily routine, especially as to the intervals of meals and snack, eating time, etc., would be the most appropriate and effective way in promoting and maintaining health from the viewpoint of the life sciences (Nohara,1977a,b,c) . Leading a normal home life is heavily influenced by the amount of effort given by each mother and the other family members. So, because the detrimental effects of dental caries during the early child development stages result later in a loss of time and money, it was thought that the young mothers should be fully aware of this situation and should be taught the correct attitudes and skills in order to help their children lead a normal home life. Thus our role has mainly been to encourage and to help the young mothers gain the appropriate knowledge and skills.
The authors planned and carried out field work to assess the present condition of dental health, and to evaluate their prevention theory through the use of a health guidance and health education program.
In this paper, the authors intend to report mainly on the outline of the survey, the way they contacted the subjects, the present level of participation, and the effectiveness of the health guidance and health education program.
Purpose
The purpose of this study was to prevent milk teeth dental caries in children by having them lead normal home lives in accordance with their developmental stage. This would contribute towards promoting the healthy growth of the child because a normal home life must be balanced during each developmental stage.
When a tooth is just beginning to cut, the surface organization of the tooth is not completely hardened.
Because it takes approximately 3 years until the surface becomes hardened (Shioda, 1973) , during this period, the tooth is the most vulnerable to an outbreak of dental caries. For this reason, this 3 year period is the most impor- The observation period for each child was from 6 months after birth through preschool age. The survey will continue for a period of the mother's role in preventing dental caries in their children. She also stressed the harmful effects of dental caries on the child's development, and the advantages of not having dental caries. Our survey was explained to the subjects, and they were asked to complete one for each meeting. The questionnaire, which surveyed eating 3. Mothers complete questionnaire. 4. Check teeth of children for cutting, dental caries, set of teeth, etc.
5. Education and guidance in preventing dental caries.
Knowledge of growth stage patterns.
Setting of awakening and sleeping times.
Setting of three meals and two snacks.
Eating habits (refer to Table 3 ).
6. Encouragement of establishing friendship bonds in order to decrease probability of dropping out of study.
Participant name list distributed to each member.
Each subject introduced to group.
7. Measure height and weight of all children if requested by mother.
8. Consultation in childcare.
9. Announcement of next meeting. habits, included diet, tastes in food, and their awareness in preventing dental caries etc. When a pregnant woman mailed back the questionnaire, she and her unborn child were counted as one subject. When there was a foetal death, the subject was dropped from the study. The number of responses at the affirmation of birth was 368. The attributes of the mothers are shown in Table 1 (a-d).
As the study progressed, new entries of mothers and their children were added as subjects. Their data are treated separately, and are excluded from this report. Each child's teeth had been checked at 6 month intervals, beginning at the age of 6 months after birth and continuing through preschool. Twice a year, in accordance with their stage of development, these children had been brought to a childrearing meeting. The content of some of these meetings are shown in Tables 2&3. Each meeting concentrated on one aspect of childrearing, which mother should be carried out at least.
Results and Discussion
Each subject (mother and child) were required to attend a childrearing meeting every 6 months during the preschool period of the child. Each subject had the chance of being contacted three times to participate in each meeting when necessary when they did not respond to the prior contact. Each meeting was held during the following corresponding months of age after the birth of the child: 6,12,18, 24, 30, 36, 42, 48, 54 (4&1/2 years), 60 (5 years), 66 (5&1 /2 years), and 72 (6 years). Figure 2 is a model of the contact process showing an example of the attendance after the first, second, and third contacts at the first two meetings. At the first meeting (6 month stage). mothers were asked to participate a child rearing meeting and reply by postcard. This was the first contact. Not all were present at the meeting. Also, a small number of the subjects were dropped from the group, as is shown at the bottom of the graph. The following month after the first meeting, those who were absent were again contacted and asked to participate in a childrearing meeting and again asked to reply by postcard.
This was the second contact with the subjects. By this time, however, the children were 7 months of age. If the subjects had not at tended a childrearing meeting after this second contact, then a third contact was Fig. 2 Model of Contact Process program for the prevention of dental caries of preschool children 67 made in much the same way as the second one had, the following month. All those subjects who participated in these meetings as a result of these three contacts were regarded as participants of the first meeting i.e., the 6 month stage meeting. Those subjects who had not taken part during this first meeting i.e., the 6 month stage meeting, remained on the list of subjects because they were asked to participate in the next meeting i.e., the 12 month stage meeting when the children became 12 months old.
Amd so the contact process was begun and repeated again.
The total number and percentage of postcards sent and returned at each contact is shown in Table 4 . By the end of July, 1979, this survey had run for 5 years and 1 month. During this period, all meetings during the 6 month, 12 month, and 18 month stages had been completed. Since all of the subjects did not participate at the same time, the developmental stage of all the children varied. The average number of participants who returned postcards for the first 3 meetings (6, 12, and 18 month stages) was about 30%. The observation of these 3 meetings showed the average number of postcards sent was about 2 times the number of subjects. For example, at the 12 month stage, the toal number of postcards sent was 614, Table 4 Number of Postcards Sent and Returned Note:
* ---including 1 case which responsed to 4th communication ** ---excluding 3 cases which were present at the meeting before *** ---excluding 1 case their corresponding months () ---------shows percent of responses to postcards which was about 2 times the number of eventual subjects (313). Also from this table, it can be seen that the first contact for each meeting showed the highest number of returns. In contrast, as can be expected, the third contact showed the lowest response (under 20%) for all the meetings (Nohara, et. al., 1978a) . (The 24 month and above meetings have not yet been completed).
From these results, since the first contact was seen as the most effective and the second and third contacts had the function of maintaining contact with the subjects. Table 5 shows the number of subjects present during the meeting at each developmental stage. The number of participants and the participation rate for each meeting is shown in the last two columns of Table 5 . These rates show an almost 60% participation rate. The 12 month stage meeting was the highest with 59.6%. Table 6 shows the number of the subjects who had dropped out of the study during the past 5 years. At the beginning of the study, the number of mothers was 368. At the time of the first meeting, the number had decreased to 330 because 38 mothers had dropped out. The explanation for these drop outs is shown in Table 6 (Nohara, et. al., 1978b) . A subject that was considered a drop out was one that fell into one of three categories; feotal death, change of residence, or the situation where the postcard was returned by the post office. (As mentioned before, all those subjects who did not participate in the meeting were still considered to subjects who were contacted for the next stage meeting). For the 12 month stage meeting, the number of participants decreased to 314. Since the childrearing meetings will continue for 4 more years and as the participation rate continues to decrease, Table 5 Number of Subjects at Each Meeting * Criteria = Target Date i .e., correspondence of age of child to appropriate meeting e.g., 6 months = 6 month meeting (on C). were not yet completed as of the end of July, 1979) . Almost all of the subjects who had dropped out, did so due to a change of residence. But, there were some subjects who moved from Musashino City and continued to participate in the study, even though it took them more than 2 hours to reach the Musashino Health Center. There were many factors that influenced participation at each meeting e.g., weather, temperature, vacation, season, the physical condition of the child, conflicting engagements, etc. (The authors presented these factors at the 43rd General Meeting of the Japanese Society of Race Hygiene). From these results, it seems that participation in the meetings during each developmental stage depended on the mother's awareness of whether she thought dental health care was important or not.
How many mothers knew the different methods of preventing dental caries (X/N), how many practiced the prevention of dental caries (Y/N), and how many mothers knew how to prevent dental caries and so put this knowledge into use (Z/X)? This data is shown in Figure 3 . As to knowledge, at the 6 month stage, the most mentioned method was oral cleaning mainly rinsing mouth and brushing teeth (64.6%). The next most frequent response was limitation of sweets (47.1%). As to actual practice, during the 6 month stage, again the most frequent response was limitaion of sweets (25.9%).
In contrast, the mothers pointed out a more varied range of responses when their children reached the 36 month stage. All the categories showed a much higher percentage than the responses at the 6 month stage. The item which had the highest response of mothers who practiced this method with out knowledge of its usefulness was Y=49.
N=51.). As can be seen from Figure 3 , it seems that our health guidance and health education program had been effective in communicating the knowledge and practice in preventing dental caries in children from the 6 month stage to the 36 month stage. As for current habits, what was the amount of increased practice compared to the last meeting? At 12 months of age, (see Fig. 4 period of 10 years, from 1974 to 1984, in order to make a survey of the present incidence of dental caries in children , and to evaluate the theory of prevention through the use of a health guidance and health education program. A mother and her child was considered as one subject. At the first meeting, when the child was 6 months of age, there were 330 subjects. Observations were made at 6 month intervals beginning at 6 months of age and continuing through preschool. Postcards were used to contact the subjects. If the individual did not participate after the first contact, a second and if necessary, a third contact was made. The highest rate of participation was after the first contact. The rates of participation was nearly 60% at the first three meetings (6, 12, and 18 month stages).
On various kinds of items, it is shown that the health guidance and health education program has been effective. The long term survey is just about half completed, and so the authors cannot clearly make conclusions at this point. Preventing a decline in the number of subjects and evaluating the effectiveness of the health guidance and health education program are the main goals of this survey. 
